coverage would be postponed from January 1, 2014 to the beginning of the following year. One consequence is that there will be $12 billion in lost tax revenue and additional costs, according to the Congressional Budget Office [1] .
The result of this decision was akin to tossing a banana to starving denizens of a zoo monkey cage. Opponents of the law, primarily Republicans, scrambled to seize on the announcement to proclaim that it provided just one more justification for scuttling an unworkable law. Accompanying this assertion was a demand that the imposition of the individual mandate, another key component of the ACA, also be deferred until 2015.
Despite President Obama's veto threats, House lawmakers on July 17 approved two separate bills amending portions of the Affordable Care Act, the latest moves by Republicans to repeal the health law. A measure was approved 264 to 161, with 35 Democrats in favor, to codify President Obama's decision to suspend the employer mandate. A second bill was passed 251 to 174, with 22 Democrats joining the majority, to delay the individual mandate to purchase insurance for the same 1-year period. Both efforts are consistent with approximately 40 different attempts since the law was enacted to repeal it either in whole or in part. Meanwhile, Senator Mark Begich (D-AK) introduced S. 1330 on July 18 to delay the implementation of the employer mandate until 2016.
Congress already has been instrumental in (1) achieving a repeal of the Form 1099 mandate that would require companies to track and report to the Internal Revenue Service all business-to-business transactions over $600, and (2) terminating the Community Living Assistance Services and Supports Act (CLASS), a long-term care insurance provision. Also, in March 2013, 79 Senators voted to repeal the 2.3% tax on medical-device company revenues that is in effect as of January of this year.
A HIRSCHMAN PERSPECTIVE
Albert O. Hirschman, who died in December 2012, was a worldly philosopher trapped inside the body of an economist. He was especially fond of paradoxes involving the fate of endeavors that failed to fulfill original expectations. His fascination was directed at the ways in which plans did not materialize in the manner that they were supposed to, often producing unintended perverse consequences instead. Based on his experiences in which he had an opportunity to assess developmental projects in many nations, he believed that when obstacles are placed in the path of a plan, they lead to frustration. This frustration then might result in anxiety, which he considered to be a powerful motivating force. He believed that anxiety is something to embrace rather than avoid.
Assuming that the ACA eventually is repealed, which almost occurred during a landmark decision by the U.S. Supreme Court in June 2012, could anything positive emerge from such an outcome? Were he alive, Hirschman probably would lean toward finding some merit if repeal eventuated.
First and most importantly, concerns about the vast number of Americans lacking health insurance coverage and the problems of cost, quality, and access to healthcare still would remain. These issues are most serious and should not be left unaddressed. Hence, opponents of the ACA who bring about its downfall would be left in the position of disaggregating the components of the entire law in order to understand how to go about restructuring it in a more positive manner. Shown below is a list that might serve as a basis for a fresh beginning:
• Since not a single Republican voted for the ACA in 2010, what might be done differently to produce another overall health reform law or series of incremental laws that enjoy more bipartisan support and less heated opposition? • Because many Americans either (1) do not understand how the ACA will affect their lives, (2) do not favor it, or (3) are a blend of those who feel the law goes "too far" in changing the healthcare system (33%) and those who feel it "doesn't go far enough" (8%). This last figure is intriguing because it suggests that health reform would be acceptable if it were even more robust, for example, by having a singlepayer focus and wiping out the strong presence of private insurance companies. Viewed in that light, a case might be made for boosting the favorable column to 43%. The poll also showed that when asked if you or your family or the country as a whole will be better off or worse off under the health reform law, naysayers outnumbered those responding that they will be better off [2] .
According to a poll from CBS News, announced on July 24, 2013, 39% of the voters surveyed want to repeal the healthcare law, compared with 36% who said it should be left alone or expanded, the highest percentage seen in CBS polls. The poll also found a majority of Americans-54%-disapprove of the healthcare law, 36% of Americans approve of it, and 10% said they don't know about it [3] .
These figures are cited because elected officials tend to respond to public opinion. As reflected in various polls, a somewhat tepid acceptance of the law provides fuel for opponents who wish to repeal it and somewhat less than total satisfaction by legislators who worked so assiduously to have the legislation enacted and who feel a compulsion to continue to ward off efforts to emasculate it in any way.
Nevertheless, what is the actual significance of polling data? The ACA was 2,700 pages in length, and since its enactment, as many as 20,000 pages of rules and regulations have been either proposed or finalized. Viewing the situation realistically, just how familiar are members of the general public with any of this material and to what degree do they understand it and are capable of evaluating its ramifications?
Certain provisions of the law went into effect shortly after enactment. For the year 2010 alone, they included:
• Preventing insurance companies from denying coverage to children under the age of 19 due to a preexisting condition. • Prohibiting insurance companies from rescinding coverage. Previously, they could search for an error or other technical mistake on a customer's application and use this error to deny payment for services. • Prohibiting insurance companies from imposing lifetime dollar limits on essential benefits, such as hospital stays. • Covering certain preventive services, such as mammograms and colonoscopies, without charging a deductible, copayment, or co-insurance. • Allowing young adults to stay on their parents' plan until they turn 26 years old. • Providing federal matching funds for covering some additional low-income individuals and families under Medicaid for whom federal funds were not available previously.
• Increasing payments for rural health care providers as an incentive to attract more practitioners to these underserved areas. • Strengthening community health centers, which represent a haven for many of the impoverished who have nowhere else to turn when in need of healthcare. • Expanding the number of primary care physicians, nurses, and physician assistants by providing scholarships and loan repayment opportunities for practitioners who work in underserved areas.
Thus, isn't it reasonable then to assume that provisions of this nature would be enthusiastically applauded by the general public? If so, why were poll tracking numbers that show favorability ratings so low throughout 2010? Beginning in January 2014, new rules will bar insurers from rejecting applicants with health problems and set limits on how much more they can charge older beneficiaries. Another feature is that participants in the Medicare program pay less for medications as a result of the law. Notwithstanding these outcomes, polls continue to reveal a dislike of the ACA.
Perhaps Hirschman was correct in asserting that anxieties faced when plans go awry while building a hydroelectric dam, for example, still can produce positive results in subsequent attempts to achieve a more desirable result. Yet, anxieties that become aroused at the personal level relating to a fear that the health law might lead to any of the following outcomes are not enthusiastically welcomed by individuals: (1) an inability to pay for insurance coverage if premium rates increase appreciably, (2) refusal by an employer to continue providing coverage, or (3) having one's employment downsized to part-time status as a means of making it possible for a company to avoid offering coverage.
An oft-voiced concern is that employers may respond by reducing health coverage for part-time workers or by increasing the proportion of part-time workers employed. The recent recession already has resulted in an increased use of part-time workers who experienced a much larger decline in coverage than full-time workers. According to the Employee Benefits Research Institute in a report issued in May 2013, full-time workers experienced a 2.8% reduction in the likelihood of having coverage from their own jobs, while part-time workers experienced a 15.7% decline between 2007 and 2011 [4] .
Underscoring these concerns is a survey by the New York Federal Reserve, which showed that 25% of New York manufacturers expect to change health plans as a result of ACA implementation. Additional findings are that 11% of firms are in the process of or are planning to cut back or drop health insurance while another 11% reported plans to provide more comprehensive health insurance. More than 85% of manufacturers believe their health insurance costs will increase as a result of the ACA. None anticipated a decrease [5] . Although New York might not be looked upon as representative of the rest of the United States, oftentimes surveys of this nature receive wide publicity, helping to heighten the level of public anxiety.
Rightly or wrongly, opponents of the ACA have played on these anxieties beginning with when the law first came under consideration by Congress in 2009. Moreover, every perceived course deviation along the way is touted as adding more proof of the unsustainability of this major piece of legislation.
Healthcare is fast approaching becoming the equivalent of 20% of the largest economy in the world. Any piece of legislation that attempts to address something this mammoth has to obtain the support of a great many different interest groups, such as the hospital industry, physicians, labor unions, pharmaceutical corporations, and insurance companies. As the proposed law moved forward, there had to be sensitivity to the concerns of these entities. Sometimes, however, controversy still managed to erupt.
An example relates to the highly volatile topic of abortion. June 28, 2013 marked the occasion for the issuance of final rules that attempt to achieve balance between two sets of competing interests-(1) providing women with coverage for recommended preventive care, including contraceptive services prescribed by a healthcare provider that does not involve any cost-sharing, while (2) respecting the concerns of not-for-profit religious organizations that object to contraceptive coverage. The rules indicate that not-for-profit religious entities, such as hospitals and institutions of higher education, that object to contraceptive coverage will not have to contract, arrange, pay for, or refer it, but such coverage is separately provided to women enrolled in their health plans at no personal cost.
Apart from religious-affiliated organizations, a related matter is whether the owner of a company, who for deeply held religious beliefs opposes the provision of contraceptive services, should be accorded equal treatment under the law. Disputes of this type have resulted in court cases throughout the United States. For example, on July 19, 2013 a federal judge issued a preliminary injunction exempting Hobby Lobby, Oklahoma-based craft stores, from the ACA requirement to offer contraception coverage in its employee health plans or face a fine. The preliminary injunction extends an earlier, temporary delay granted by the same judge. The Department of Justice has until October 1 to appeal.
ACCOUNTABLE CARE ORGANIZATIONS
Certain key aspects of the law may draw a total blank when members of the public are asked for their opinion about them. An example is accountable care organizations (ACOs). According to the Centers for Medicare and Medicaid Services (CMS), ACOs "are groups of doctors, hospitals and other healthcare providers, who come together voluntarily to give coordinated high quality care to their Medicare patients. The goal of coordinated care is to ensure that patients, especially the chronically ill, get the right care at the right time, while avoiding unnecessary duplication of services and preventing medical errors. When an ACO succeeds in both delivering high-quality care and spending healthcare dollars more wisely, it will share in the savings it achieves for the Medicare program" [6] .
As of the summer of 2013, there are more than 450 ACOs in various stages of development. CMS indicated that there were 32 ACOs in December 2011, 27 in April 2012, 87 in July 2012, and 106 in January 2013 [7] . They all focused on managing Medicare populations. Also, more than 200 ACOs have been established to target other population subgroups, such as direct contracts with larger employers including hospital employees, Medicaid, and commercial members. Apart from an emphasis on improving quality, a major aim is to reduce healthcare spending by fee-for-service payments, which encourage providers to boost the quantity of services furnished.
The Pioneer ACO Model was designed specifically for organizations with experience offering coordinated, patient-centered care and operating in ACO-like arrangements. The selected organizations were chosen for their significant experience offering this type of quality care to their patients. Initially, 32 organizations participated in Phase One of the Pioneer ACO Program.
CMS announced results for Year One on July 16, 2013. Costs for beneficiaries grew by only 0.3% in 2012, while costs for similar beneficiaries grew by 0.8% in the same period. Fourteen of the ACOs achieved gross savings of $87.6 million in 2012 and saved $33 million to the Medicare Trust Funds. Two ACOs had losses of $4 million and seven did not achieve savings. All 32 Pioneer ACOs successfully reported quality measures and achieved the maximum reporting rate for the first performance year, with all earning incentive payments for their reporting accomplishments. Nine ACOs have indicated they will not participate in Phase Two of the Pioneer program, seven indicated they will apply to the Medicare Shared Savings Program, and two will exit the program.
Examples of the high quality care provided by the Pioneer ACOs include:
• Readmissions: 25 of 32 Pioneer ACOs generated lower risk-adjusted readmission rates for their aligned beneficiaries than the benchmark rate for all Medicare fee-for-service beneficiaries. [8] .
HEALTH INSURANCE EXCHANGES
The summer of 2013 is an important one in the life of the ACA. Open enrollment for the law's health insurance exchanges will begin on October 1. Earlier this year, HHS began substituting the word marketplace for the word exchange as a way of more effectively highlighting the opportunity that individuals and small businesses will have to shop for affordable coverage.
Recognizing that there is a greater need to inform the public about the exchanges, the government aggressively has begun to mount public relations campaigns. For example, a new, consumer-focused HealthCare.gov website was developed and a 24-hours-a-day call center was opened to help consumers prepare for open enrollment. Administration officials also are having discussions with a variety of sports affiliates such as the National Football League about outreach efforts. On the private side, the Kaiser Family Foundation released a new animated video in July 2013 called "The YouToons Get Ready for Obamacare" to help the public foster a greater understanding of the ACA.
Serving as a counterbalance to these campaigns, FreedomWorks, a conservative group that has advocated tea-party-backed policies, began its own initiative aimed at young adults, urging them to refrain from participating. Hearkening back to the anti-war movement of the 1960s, the plea to resist goes by the name of "Burn Your Obama-Care Draft Card," a metaphor for what the group describes as the compulsory recruitment of participants. Other conservative groups, such as the Citizens' Council for Health Freedom, Americans for Prosperity, and Crossroads GPS, also are actively engaged in efforts to prevent full implementation of the ACA.
Many challenges will have to be addressed for this aspect of the law to be successful. As of the end of July 2013, 16 states-12 led by Democratic governors, 3 by Republicans, 1 Independent, and the Democratic mayor of Washington, DC-have announced plans to operate state-based exchanges. Seven states-5 led by Democratic governors and 2 led by Republicans-will participate in state-federal partnership exchanges. The remaining 27 states will default to a federally-facilitated exchange. Although the ACA provides a literally unlimited budget to help states set up their own insurance exchanges, a budget for the federally-run backup is lacking.
While HHS has provided funding to help states build their own exchanges, it has proved difficult to find money from other programs to build the remaining marketplaces. The agency has been criticized by congressional Democrats for some cuts to ACA programs like the Prevention and Public Health Fund (Section 4002 of Title IV) to help pay for the federal marketplace. It also appears doubtful that Congress will provide whatever extra money is needed.
The information technology component by itself is considered one of the biggest such projects ever undertaken by the federal government. A centralized information hub must be created with the capability of coordinating data among the marketplaces and various federal agencies, including the Internal Revenue Service (IRS). Information will have to be consolidated that involves applicants' income, citizenship status, insurance status, residency, and Medicaid eligibility. Not every state is capable of furnishing data along these dimensions. Also, recent criticism of the IRS that is emanating from congressional hearings on how the service has performed in failing to grant tax-free status to many conservative organizations may have an impact on the role that the agency will play in the health reform law.
The exchanges are designed for individuals without access to employer coverage or public insurance through programs such as Medicare and Medicaid to obtain affordable coverage by enrolling in qualified health plans (QHPs) and obtaining advance premium tax credits that will reduce the cost of coverage significantly. Even low and moderate income marketplace shoppers will be required to pay a portion of the premium (a minimum of 2% of family income), but making in-person cash payments will be quite difficult, with the result that a means of electronic funds transfer will be necessary [9] .
The results of a survey released in May 2013 indicate that newly-eligible individuals may encounter barriers to purchasing health insurance because of an inability to pay through a checking account, the most commonly accepted form of payment by health insurance companies. Highlights of the study are:
• One in four (27%) uninsured nonelderly Americans eligible for premium tax credits under the ACA do not have a checking account; there are roughly 50 million Americans who are considered unbanked, i.e., they lack either credit cards or bank accounts. • Nearly two-thirds of health insurance enrollees indicated they would consider paying their insurance premiums using debit cards; however, "millions of Americans who receive federal benefits on prepaid debit cards may not even be able to use those same cards for premiums on the federal insurance exchanges." • African Americans and Hispanic Americans are more likely to be unbanked than Caucasian Americans [10] .
Pre-paid debit cards afford a possible solution, but insurers may be reluctant to use this approach because it could increase administrative costs, which in turn would increase compliance risks in relation to ACA's medical loss ratio requirements of 85% in the group market and 80% in the individual market.
Meanwhile, two reports issued by the Government Accountability Office (GAO), the Congressional watchdog agency, indicate that substantial progress remains in the establishment of the individual and small group health insurance exchanges. The report on Small Business Health Options Program (SHOP) Exchanges purports that many of the central aspects of the federally-facilitated SHOP Exchanges remain to be completed, including eligibility and enrollment, plan management, and consumer assistance. According to the report, 44% of the key activities (CMS) intended to be completed by March 31, 2013 were behind schedule [11] .
Similar to the SHOP Exchange, CMS still must work to develop important aspects of the federally-facilitated individual health insurance exchanges. One important task yet to be completed is testing the aforementioned federal data hub with state and federal partners [12] .
Prior to delaying the employer mandate, the administration pushed back another provision for business owners. HHS delayed by 1 year a part of the new insurance exchanges for small companies. Although the exchanges will be operational as planned, employers will have to wait another year before they can let their workers choose from a range of plans, rather than selecting just one for the entire company.
MEDICAID
While the news cycle tends to be dominated by what occurs in the nation's capital, the importance of key activities at the state level must be strongly acknowledged. Along with the Medicaid program, which is jointly funded by states and the federal government, states also have authority over a wide range of responsibilities, such as the Children's Health Insurance Program (CHIP), state employee benefit programs, scope of practice determinations, regulation of insurance companies, licensure of healthcare facilities, and the direct provision of care in clinical sites and incarceration facilities. The relatively high and ever-growing costs of operating the Medicaid program alone make it increasingly difficult for many jurisdictions to devote adequate resources to other important functions, such as education.
A major goal of the ACA is to expand Medicaid coverage for adults with incomes at or below 138% of the federal poverty level (FPL). The health reform law was designed to require states to undergo expansion of Medicaid programs, but the Supreme Court ruled in June 2012 that the choice should be left to the states. As of July 2013, 23 states plus Washington, DC, are moving forward with the expansion, 21 states are not planning to expand coverage, and there is ongoing debate in 6 states. In states not going ahead with the expansion, nearly all childless adults will remain ineligible for Medicaid, along with parents with incomes above current eligibility levels. Individuals with incomes below the poverty line are not eligible to receive subsidies to purchase coverage in the new marketplaces.
Nearly half (46%) of the 25.4 million nonelderly uninsured with incomes at or below 138% FPL ($15,856 for an individual annually in 2013) live in the 21 states that are not moving forward with the Medicaid expansion. In the South, more than 8 in 10 uninsured individuals with incomes at or below 138% FPL live in states that are not expanding their programs. People of color make up the majority of uninsured individuals with incomes below the Medicaid expansion limit in both the states going forward and states not proceeding with the expansion. Nearly half (47%) of all uninsured individuals of color reside in states that are not experiencing Medicaid expansion. Nearly 6 in 10 uninsured Blacks with incomes below this level reside in states declining an opportunity to expand coverage [13] . Since the expansion does not go into effect until January 2014, it is unclear how many new patients eventually will be brought into the Medicaid system.
A related vexing issue pertains to immigrants. Approximately 25 million noncitizens live in the United States, 11 million to 12 million of them undocumented. Although approximately 80% of adult undocumented immigrants are in the labor force, most are in low-income occupations that rarely offer health insurance, such as farming, building maintenance, and food preparation. Undocumented immigrants expressly are excluded from Medicaid, and undocumented elderly adults are ineligible for Medicare. The only federal health program available to some undocumented immigrants is Emergency Medicaid, which covers acute care in inpatient settings and emergency departments for individuals who, aside from their immigration status, meet their state's Medicaid-eligibility criteria. Given the small numbers who are eligible and the limited scope of services covered, Emergency Medicaid does little to facilitate meaningful access to care for most immigrants.
Current immigration proposals in Congress won't allow undocumented immigrants to obtain citizenship for a decade or more, with healthcare serving as a possible stumbling block to political compromise. Thus, the nation is confronted with stark public health implications of continuing to permit the existence of a medical underclass comprising more than 10 million of the uninsured. Neither the ACA nor the immigration bill under consideration offers a remedy for this perplexing situation [14] .
HEALTH WORKFORCE
Lastly, there is the matter of the health workforce. As millions join the ranks of the insured when the ACA is implemented fully, the number of healthcare providers is not anticipated to increase at the same pace. The health workforce will be placed under considerable stress in attracting new personnel because pursuing the amount of education required to become a practitioner is beyond the financial means of many families. Depending on a given profession, other strains on the workforce will be manifested by individuals who leave it either through death or retirement.
Increases in primary care utilization will be propelled by: overall population growth, an increase in the size of older cohorts, and insurance expansion. The number of physicians currently available and the number in the educational pipeline will not suffice to meet the expected demand in services. Consequently, many state legislatures are redefining the scope and standards of practice for several medical professions. What a health professional can and cannot do to or for a patient is dependent on scope of practice (SOP) regulations that are defined by various state boards, oftentimes with the guidance or instruction by state legislatures.
Some professionals can work and bill for their services independently, but the more independent they are, the greater the likelihood they might become involved in scope of practice disputes with members of other professions. As of April 1, 2013, 178 health scope of practice-related bills were proposed in 38 states and the District of Columbia. Between January 2011 and December 2012, there were 1,795 such bills proposed [15] .
By virtue of extensions in the length of the period of formal education and clinical training in many allied health professions, more advanced skill sets are being developed. The ability to apply these enhanced skills in patient care may conflict with scope of practice restrictions in states around the nation, thereby necessitating the removal of such impediments.
Section 2706 of the ACA requires that insurance companies not discriminate against any health provider with a state-recognized license. Certain professions such as chiropractors are licensed, but not every state includes their services as part of the essential benefit packages being created under the federal law. Unless all states recognize the necessity of providing coverage, patients will have to pay out-of-pocket for these healthcare services. Chiropractic is included under the rubric of complementary and alternative medicine (CAM). In the United States, approximately 38% of adults and 12% of children are using some form of CAM [16] . Patients who want their CAM service expenses covered by insurance represent just one more important factor in the complex interplay of forces involving the federal government and the states.
Apart from the ACA, which addresses some health workforce issues, another matter that warrants attention is known as state authorization in the education domain. The development of large scale distance education programs has produced opportunities for students across the United States to have access to health professions education programs that lead to meaningful careers.
Regulation of distance education has assumed growing importance because many providers function in more than one state. According to a state authorization rule by the U.S. Department of Education, first released in 2010 as part of a package of "program integrity" regulations, it is best-known for a provision that would require distance education programs to obtain permission to operate from every state in which they enroll students. That provision was overturned in court and is not being enforced. Nevertheless, the rule also had two other sections, which detail the processes each state must follow to authorize its academic institutions to operate. The Department announced on May 17, 2013 that it would postpone the deadline until July 1 of next year, but did little to clarify what is perceived as being confusing and difficult to navigate.
An objective is to free higher education institutions from a bewildering maze of costly, inefficient, and inconsistent regulations and laws in different states that often make it difficult to offer online courses to students who reside outside an institution's home state. Unless a remedy is found, a prospect exists that a home state will have the authority to impose fees on institutions outside the state's boundaries that offer online courses to students in the home state. Exorbitant fees of this nature would have a harmful impact on institutions around the country and also on students who will face higher tuition payments. H.R. 2637 is a bill pending in Congress that would prohibit the Department from implementing any program integrity regulations until the Higher Education Act is reauthorized in 2014.
CLOSING THOUGHTS
The Affordable Care Act is the most ambitious piece of social legislation to become law in several decades. Prior to enactment, it generated controversy that has not died down appreciably. Republicans in Congress who oppose it continue to introduce legislation that will repeal the law in whole or in part. Meanwhile, a steady stream of proposed rules and regulations will be issued to define how its many components should be implemented.
Hubert Dreyfus from the University of California at Berkeley is a leading interpreter of existential philosophy. He and Sean Dorrance Kelly, Chairperson of the Department of Philosophy at Harvard University, state that a "sense of certainty is rare in the contemporary world. An unrelenting flow of choices confronts us at nearly every moment of our lives, and most of us would admit to finding ourselves at least occasionally wavering" [17] .
The ACA provides many vivid examples of this dilemma. At the end of July 2013 when this editorial was written, several congressional Republicans initiated efforts to defund the ACA in the next government spending bill, setting the stage for a showdown when the current continuing resolution expires on September 30. If successful, they will be able to cripple healthcare reform partially before its major provisions take effect. Meanwhile, the government will shut down on October 1 unless officials at the House, Senate, and White House can reach an agreement on another continuing resolution or appropriations bill. Apart from any funding dispute, new ACA regulations will continue to be issued that may encounter fierce opposition.
During 2010 and 2011, national healthcare spending slowed down. Between 1950 and 2011, real GDP per capita grew at an average of 2.0% per year, while real national healthcare expenditures per capita grew at 4.4% per year. The gap between the two rates of growth-2.4% per year-resulted in the share of GDP related to healthcare spending increasing from 4.4% in 1950 to 17.9% in 2011. A gap of close to this magnitude over many future years would have catastrophic consequences for the federal government and the U.S. economy. Resumption of the 60-year gap of 2.4% per year until 2040 would result in healthcare's absorbing 30% of the GDP. Continuation of a 1.7% gap until 2040 would result in healthcare's absorbing 26% of the GDP [18] . If either of these situations comes to pass, how will policy makers respond?
At the level of the citizenry, under the individual mandate to purchase health insurance, younger Americans will have to decide whether to pay disproportionately higher rates for coverage, so that older and sicker beneficiaries do not have to shoulder greater financial burdens, or pay a penalty instead. If enough of them choose the latter alternative, the program will be jeopardized by being underfinanced, possibly resulting in an adverse selection death spiral.
The creation of health insurance exchanges will allow consumers to enter a marketplace to purchase insurance policies that best meet their healthcare needs and their ability to pay for coverage. In the domain of insurance, consumers faced with too many choice options, particularly if not pre-screened for price and quality by an agent such as an employer, are likely to engage in suboptimal decision strategies. Consumers also can make suboptimal decisions when faced with choices that are overly complex. In one study, only 14% of the sample was able to answer correctly multiple choice questions about the four basic components of traditional health insurance design: deductibles, copays, coinsurance, and maximum out of pocket costs ("MOOP"). Similarly, many respondents were unable to calculate the cost of basic services covered by the traditional insurance plan. Most strikingly, only 11% were able to correctly answer a fill-in-the-blank question about the cost of a hospitalization. The authors indicate that while recognizing the potential problem of insurance complexity, the ACA adopts a somewhat superficial approach to dealing with it that revolves around the standardization and simplified presentation of information about insurance plan features. Presenting simplified information about something that is inherently complex introduces a risk of "smoothing over" real complexities, in effect burying them in the now not-so-fine print [19] .
In response to the employer mandate, will an increasing number of workers have to depend on part-time employment? If so, to avoid having to pay a penalty under the individual mandate to obtain health insurance, will these individuals seek coverage through the exchanges where they will have to rely on government subsidies? If that outcome proves to be the case, will payment of these subsidies to help those with incomes up to 400% of the federal poverty level result in an increase in an already high level of national debt?
Since the ACA was signed into law, as of July 31 the Obama Administration has published more than 70 final rules implementing its provisions. More rules will continue to be issued in coming months that will have an impact on how the law is implemented [20] .
Hence, it is clear that decisions will continue to unfold among government officials, health industry participants, and members of the general public. The substance and consequences of various deliberations have yet to be manifested, but perhaps the matter can be summed up by the following segment of T. S. Eliot's The Lovesong of J. Alfred Prufrock [21] :
